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ABSTRACT
Psychotic features like delusions, hallucinations, disorganized behavior, disorganized speech and negative symptoms like anhedonia, 
restricted affect can also appear in secondary medical conditions causing psychosis. Here, we present the case of psychotic symptoms 
in correlation with a medical condition of subclinical hypothyroidism in a 28-years-old female having an illness for 5 years. This 
patient presented with psychotic symptoms and did not show any symptomatic improvement with antipsychotics in the past. We 
reached to clinical suspicion of anti-thyroid psychosis or subclinical hypothyroidism with psychosis on the basis of a slight elevation 
in thyroid stimulating hormone levels and high titers of anti-thyroid peroxidase antibodies. Levothyroxine was augmented in her 
treatment regime and she started showing improvement in her symptoms.
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The association of thyroid disorders and psychiatric disorders are well known. Hypothyroidism, a medical condition may mimic psychotic symptoms such as 
delusions and hallucinations, agitated behaviour [1, 2]. 
Approximately, 5-15% of patients with hypothyroidism show 
psychotic features [3]. In hypothyroidism, psychosis emerges 
months or years after physical manifestations [4]. Psychosis 
may be unrelated to an absolute degree of deficit in thyroid 
levels [5].
When underlying medical comorbidities are left undiagnosed 
or untreated like subclinical hypothyroidism, psychiatric disorders 
become difficult to treat. So, timely diagnosis and treatment is a 
must of underlying medical comorbidities in psychiatric disorder. 
We present the case of psychotic symptoms in correlation with a 
medical condition of subclinical hypothyroidism in a 28-years-
old female.
CASE REPORT
A 28-years-old female was brought in Psychiatry OPD by 
her siblings, with complaints of odd behavior, agitation, 
suspiciousness, seeing images on walls, hearing a male voice, 
poor self-care and low appetite since 4 years. Her relatives 
noticed a gradual change in her behavior. She had movement 
of lips as if she is talking to someone. She used to wave hands 
as if she is addressing someone. When family members tried to 
ask her about her behavior she used to say “A man is controlling 
her mind and body” and she has to act according to that man. 
She heard voices of a man and whenever family members 
tried to console her that there are no voices she replied with 
agitation and used to become violent towards them. The patient 
used to speak them that “I can clearly see him dressed in white 
clothes and if I disobey him, He will assault me sexually”. 
She had been treated in the past with antipsychotics several 
times without improvement leading to stopping treatment 
by her relatives. She was admitted to a psychiatric ward for 
detailed evaluation. 
On examination, her blood pressure was 130/80 mm of Hg, 
pulse rate 82 per minute, and oxygen saturation was 99% at the 
time of admission. Positive Mental status examination findings 
were hallucinatory behavior, auditory and visual hallucinations, 
with increased psychomotor activity, delusions of persecution, 
somatic delusions, derailment and thought block.
After admission, her routine investigations and radiological 
investigations were normal except mild elevation of Thyroid 
stimulating hormone (TSH)(5.66). The patient was given 
an adequate dosage of antipsychotics such as risperidone, 
haloperidol, amisulpride, but no improvement in her symptoms 
during the first 7 days in the ward. Electroconvulsive therapy 
(ECT) was denied by attendants. After getting abnormal TSH 
findings and on endocrinologist opinion, Thyroid peroxidase 
antibody (TPO) investigation was sent and the value was found 
to be significantly raised with titers of 368.5. Levothyroxine 
was added by endocrinologist on the 9th day of admission. 
The patient was discharged with a diagnosis of psychotic 
disorder due to a general medical condition on request of the 
attendant on the 10th day as symptoms were not improving, 
with risperidone plus Trihexyphenidyl, chlorpromazine, 
propranolol, and Levothyroxine. Two weeks later, her 
sister reported telephonically that her psychotic symptoms 
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have reduced and her odd behavior is mildly improved. 
Unfortunately, the patient never reported back for the 
follow-up.
DISCUSSION
The prevalence rate of hypothyroidism is generally 4.6% 
(0.3% overt, 4.3% subclinical)with a high rate in females as 
compared to males in the ratio of 2–8:1 and psychosis seen in 
approximate 2% of hypothyroid cases. In our case, anti-thyroid 
TPO antibodies were increased excessively and the patient 
was having a subclinical hypothyroid condition which relates 
to some studies which show that anti-thyroid antibodies are a 
common cause of hypothyroidism. Decreased concentration 
of serotonin in Central nervous system and increased levels 
of dopamine that causes psychosis is seen in hypothyroidism 
patients and the same was also seen in our patient having 
psychotic features associated with a medical condition of 
Hypothyroidism [6]. 
Some of the literature showed that mental status examination 
of hypothyroid patient presented with mild impairment in 
attention span, agitation, delirious condition or psychosis, and 
some psychological dysfunction generally include forgetfulness, 
lethargy, mental slowing, inattention and lability of emotion as 
this was also seen in our patient as she was agitated and was 
smiling occasionally with poor attention during interview [7]. 
Perceptual changes may be seen like with gustatory, hearing 
or visual changes and delusions with hallucinations can be 
associated as the disease advances [8]. Our patient also showed 
visual hallucinations and delusion of persecution as her illness 
was advanced to almost 5 years. If antibodies against thyroid 
are present with associated hypothyroidism or not, the patient 
gives a history of autoimmune thyroiditis and if responds well to 
steroids, the condition is known as Hashimoto’s encephalopathy 
[9]. Although psychopathological symptoms are one of the early 
manifestations of the clinical picture of hypothyroidism, they 
are generally misdiagnosed as primary disorders of psychiatry 
[10]. This confusion may sometimes lead to improper or delay in 
treating the condition.
CONCLUSION
This case report highlights the necessity to screen out secondary 
medical causes which mimic psychiatric symptoms presented in 
this female patient and also the important yet hidden correlated 
thyroid function in patients presented with mood and behavior 
issues. Hence, we reached an important conclusion that thyroid 
abnormalities also be evaluated whenever a patient complains of, 
mood problems, anxiety or psychosis. Psychiatric disorders are 
disorders of exclusion so secondary psychiatric disorders to be 
carefully evaluated.
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